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CHAPTER I 
INTRODUCTION 
Nental retardation is a condition vrhich aff ects 
an estimated 1.5 million American children. Yet, 
despite the prevalence of t h is disorder, it is auite 
surprising to find how litt le attention is paid -to 
the needs and special problems of this group.l 
Because of the magnitude of t his problem, the severity of 
the re t ardates' special needs and the rapidly changing 
approaches to the solving of their problems, comprehensive 
r esearch needs to be carried out. 
Today, several projects to inve s tiga t e the disorder 
2 
1 are being conducted throughout t he world. The emphases 
J of these studies are on (1) discovering the caus e s and the 
prevention of the condition, (2) evaluating the retar ded 
ind"vidual, (3) provid i ng educational methods for profes-
sional persom1el and (4) attempting to define and put 
1 Hovmrd R. Kelman, 11 l\ eeting the Needs of t he Eental-
11 ly Retarded Child," The Social Welfare Forum, 1.2.2.±,p. 14-7. 
2 Lotte Lande-Champain, 11 The Etiology of :Hongolism, II 
The Journal of Child Psychia t ry, 3:53-69, April, 1951; 
Jakob 0ster, 11 l .. 'iental Deficiency: Scientific Problems, Prog-
-ress ·and Prospects, 11 American .Journal of Nental Deficiency, 
59:425-433, J anuary, 1955. 
1 
into action a total rehabilitative approa ch to t he problem. 
It is t owards adding some knowledge to t he last of t hese, 
t he rehabilitative proc ess, t hat this study is written. 
PURPOSE 
The purpose of this study is: (1) to analyze a group 
of seventeen ideopathic mentally retarded children admit-
ted to t he Massachusetts General Hospital; to describe 
the various problems related to t he retardation vTi th '.rh i ch 
the patients were f a ced; to describe the problems encoun-
tered by their f amilies because of their pres ence in the 
home; (2) to analyze the role of the Nassachusetts Gener-
al Hospital, and its. Social Service Department in partic-
ular, to determine what services vJere provided to these 
retarded children and t heir f amilies and what resources 
were used in helping _ and to deter mine the ar ea s of unmet 
ne eds. 
SCOPE ~ METHOD 
The cas e records on \vhi ch t his s tudy is based are 
of those childr en ,.,i th the diagnosis of ideopa thic mental 
retardation admitted to the wards of the Ma ssachus e t ts 
General Hospital in 1952. During that year there vTere 
t ·Henty-ibw.o such patients admitted to t he hospital. Five 
of the pa tients v1ere over t wenty-one years of age and 
were therefore excluded from thi s study. 
2 
From the case records of the remaining seventeen 
cases the necessary data were collected. (The schedule 
used appears on page 75 in the Appendix. ) 
A revievT was done of the current li terattme pertain-
ing to the nature of retardation, its causes, treatment, 
and symptoms; the needs of the retarda t e; the problems of 
the family. The Massachuset t s General Hospital's role 
towards the retarded child was examined historically. This 
survey was intended to give the study a historical back-
ground and a contemporary perspective. 
LIHITATIONS 
Because there is a diagnostic index of ward admis-
sions and no such similar device for clinic patients, the 
data collected are necessarily ap plicable to ward patients 
and ward services only • 
.Another limitation is f ound in the nature and content 
of case records from ~·rhich the data 1.vere collected. The 
records contain both medical and social service entries 
but are primarily for the use of the medical sta f f . There-
fore, when a psychiatric or social service report is in-
cluded in the record, the report is geared to be under-
stood by the doctors for their medical evalua tion and 
medical planning. It follows that any analysis of the 
case work or psychiatric contact or of the worker's psycho-
3 
social diagnosis and treatment plan "\vill be in only min-
imum detail. 
The selection of cases from the point of view of their 
diagnosis is another limitation. Since it was neither with-
in the scope of the study nor the competence of the report-
er to evaluate the correctness of the diagnosis of all 
seventeen pa tients, they were all included. Hov1ever, there 
were instances in which the diagnosis of ideopathy might 
have been questioned. One of these involved a young pa-
tient \·rho had eaten the paint from a windmv-sill. He was 
diagnosed as having plumbism, (lead poisoning) and it was 
th~ opinion of the doctors tha t his retardation was a re-
sult of that disease. However, hi s classificatory diag-
nosis vias ideopathic mental retardation ( retardation due 
to an unlmown etiology ) , and it "Yras necessary to include 
this case in the study group if the reporter was to avoid 
evaluating the diagnosis of all cases. 
The study has limited application because of the small 
number of cases. Any application of the data, conclusions, 
and recommendations should be made with these limitations 
in mind. 
CHAPTER II 
THE PROBLEN OF NENTAL RETARDATION 
A CONCEPT QE_RETARDATION 
The terms retarded, subnormal, feebleminded and men-
tally deficient are all used to describe a person vrhose men-
tal ability ha s developed at a slo·wer rate than his contem-
poraries and who, when chronologically an adult, will have 
the mental capacity not above the average child of twelve. 
Retardation is the gentlest of these terms and will be used 
throughout this study in preference to the others. 
Authorities substantially agree that the concept of re-
tardation contains three essen tial characteristics: "(1) 
marked limitation of intell igence due to (2) lack of normal 
mental development, rather t han to mental disease or dete-
rioration, which sho~.-rs in (3) social and economic incompe-
1 
tence." 
To say that a person is retarded is only to give a 
vague description of his mental a bilities. He may range 
from totally inadequate and helples s to not spectacularly 
dif ferent from the nor mal person . The de gree to which the 
~erson is re t arded, as compared with other people of a sim-
1 Katherine G. Ecob, The Retarded Child At~' p.5. 
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ilar age. and of average intelligence, is often more impor-
tant than the cause or the clinical type of his retardation. 
Various schemes have been devisea to present this picture: 
idiots, imbeciles, and morons; lm<T grade, middle grade, and 
high grade; totally-dependent, semi-dependent, and margin-
ally-independent; mental age and I· Q. For various rea sons 
the l ast bm are currently the prefe r red cla ssificatory me·th-
ods, and they are often used concon~itantly. Their expla-
nation is simple. The normal individual's mental endov~ent 
is roughly one hundred. Therefore, a child with an I. Q. 
of seventy-five has intelligence 25 percent below the aver-
age for his age. In terms of mental age, the retardate 1-vho 
is t welve years old ha s the mental abilities equal to the 
average nine year old. Those r e tardates v1hose I. Q.• is be-
low t\·1enty-f i ve are considered totally-dependent, i diots, 
or lovr gr ade . Bet1;~een tvJenty and fifty are those consider-
ed semi-cependen t, ifubeciles, or midc. l e grade. Between 
fifty and seventy ar e those called marginally-independent, 
morons, or high grade. 
Hm•rever, even this clas sificatory system is not vl i th-
out serious l i mitations. It i s not an accurate measure, 
especially of infants and adults. The most serious defect 
is that it f ails to individualize the re t arda te's handi-
caps, his assets ana capacities or his social functioni!:lg. 
6 
Recen tly several attempts have been made to evaluate the 
degree of retar dation in more descriptive c~d individual 
t er ms. The Vineland Social Maturity Scale and the Fernald 
Scale are examples of t he searching inquiry ne eded. f'or prop-
er eval uation. The latter incl ude s the follovring poin ts: 
l. Physical exami nation 
2. Family history 
3· Personal and developmental histor y 
4. History of school progress 
5. Examination in school work 
6. Practical knmdedge. and general inforrna tion 
7• Economic effic iency 
8 . S.ocial his t or y and traits 
9· Moral reactions 
10. Psychological exami na t ion 
This is obviously a far cry f rom the I. Q~ below seven-
ty r e quired for matricula tion at many state ins tituti ons to-
day. 
The concept that retar d.a t ion i s due to a lack of nor -
mal m~ntal development--as distinct from deterioration as-
sociated with chronic f unctional psychoses and the blocking 
of intellectual functions by emotional conflicts--has t1il0 
i mportant i mplications. The f i r s t i s that there is a bio-
logical and or ganic deficit resulting, in s ome case s , from 
7 
faulty cerebral development of the fetus or damage to the 
i mmature nervous system due to dis ease or injury. Hany 
other medical conditions resulting in mental retardat ion 
2 3 
have been described by Jervis , Benda and others. Many 
of these conditions are r ecognizable at birth; 1.-rhile others 
become manife s t dur ing the early developmental years. 
There are t vm types of retardation which can be distin-
guished: (l) primary mental r e tardation which is due to in-
herent defect in the organism, and (2} sec ondary retarda-
tion which i s due to conditions affecting a nervous system, 
otheri.vise nor mal, before, during, or after birth. Actually 
there are a number of retardates in whom injury or illness 
is superimposed upon def-ective heredity, so that both pri-
mary and secondary retardation are involved. 
The primary group of retardates accounts for about one-
half t he number of e.ll of the ment ally retarded individuals. 
This group include s t i.•TO r ecognized sub-categories: familial 
or hereditary and ideopathic. In the former there is a 
2. George A. J ervis, "Medical Aspects of Mental Defi-
ciency," Vocational Rehabilitation of the lvlentally Retarded, 
150 --
. 9 • 
3: Clemens E. Benda , "Ten Years Research in Hental Defi-
ciency; A Study Based on 200 Autopsies," American Journal 
of Mental Deficiency, 51:170-185, October, 1946. 
8 
genetic transmittal of defective genes according to the 
Mendelian laws of heredity. This sub-group includes those 
retardates 11 in whose immediate family--grandparents, par-
ents, or siblings--there occurs one or more cases of mental 
4 
defecttt. In the ideopathic group there are those retardates 
whose retardation usually exists from birth without familial 
history of retardation or known secondary brain pathology. 
It is this diagnostic group that was studied in this report, 
because of the special problems created by its unknown eti-
ology. 
Secondary retardation is due to prenatal causes, affect-
ing either the mother or the fetus, such as give rise to 
mongolism, cretinism, microcephaly, hydrocephaly , and macro-
cephaly, to birth trauma and to trauma or disease in infancy 
and early childhood. Various hypotheses have been proffer-
ed t o explain how secondary or exogenous factors lead to 
retardation. They are: congenital anomalies, endocrine dys-
function, intoxication, severe infection, trauma : and psy-
chosomatic factors. 
The second implication of the biological factors in 
retardation is that the retardate grows and develops with 
5 James C. Coleman, Abnormal Psychology. &.'1d Nodern Life, 
p. 468. 
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advancing years according to the same laws as for most nor-
mal individuals. This implication is so obvious that its 
significance easily escapes emphasis. All human beings 
maturate and · develop according to a rhythm of growth which 
is biologically determined. Although there are exceptions 
and some environmental modifications, the individual's 
greatest growth occurs in early infancy, increasing slovTlY 
in childhood and adolescence, leveling off in early adult-
hood and remaining fairly constant thereafter. The retard-
ate will follow this sruae pattern, although he will develop 
at a slower and less adequate rate than his contemporaries. 
Thus, a retardate who is 50 per cent retarded at age t\vo, 
will be as mentally mature as the average one year old..,. 
Hmvever, at age ten, he will have developed his mental abil-
ity equivalent to the average five year old, indicating that 
grovlth does take place. 
As the child develops physically he .matures mental-
ly. Both these aspects of development are reflected 
in progressive degrees of social competence. This 
social maturation "~11hich accompanies grm·lth is of 
fundamental importance in the understanding and the 
care of the exceptional child the child \!Lh.o is phys-
ically, mentally, or socially diff erent .5 
In general, specific treatment measures are limited to 
5 Edgar A. Doll, "Social }rlaturation, 11 Modern Science 
~ the Exceptional _Child,l938, p. 33. 
10 
a few types of retardates. Thyroid medication in cretinism 
can produce striking results if administered early in the 
condition. Neurosurgery ha s proved helpful in some head 
trauma cases. Glutamic acid medication has resulted in 
improvement in total personality performance of some retard-
ed children . These become more alert and efficient and their 
6 
mental level is raised by a small but. significant amount. 
Hm-lever, these chi ldren are by no means cured, and when the 
glutamic acid medication is disc ontinued, they recede to 
their former level. 
The lack of success in applying specif ic medica l ther-
apy is due to the in~possibili ty of repairing cerebral dam-
age, ho\'mver ; slight. Hm-Tever, the mental retardation '\vhich 
results from this drunage is subject to environmental influ-
ences and is usually amenable to training measures. 11 Psycho-
logical and sociological f a:.ctors can play a significant role 
in influen cing the nature and degree of mental deficit re-
7 
sulting from cerebral defects." 
6 H. A. Waelsch, "Biochemical Consideration of Hental 
Deficiency. The Role of Glutamic Acid, 11 American Journal Qf Mental Deficiency,52:305-313, April, 1948.; Frederic 
T. Zitnmerman, and others, 11The Effect of Glutamic Acid Upon 
the Mental and Physical Grm.·Ith of l'.longols, 11 .American Journal 
.2f Psychiatry,l05:661-668, 194-9. 
7 Kelman, (OJ>· ill_ •. , p. 151 . .. 
11 
This thought leads t o the third major characteristic 
of a modern concept of retardation, the retardate's social 
and economic incompetence. Because the brain defect of the 
retardate is manifest in l~nited ability to learn, reduc-
tion of social aptitudes and limited vocational capacity, 
the retarded individual vlill ordinarily be less adequate 
in these areas than his contemporaries. He will usually 
develop in his social adaptation not beyond that of the 
average twelve year old. Depending on the degree of re-
tardation, his ability for self-care and self -direction, 
his progress in school and his relationships with his peers 
and the community -vrill be reduced. He will probably need 
some kind of supervision throughout his life. 
Hmvever, recent studies have been empha sizing his 
abilities in these areas, rather than his limitations, and 
many misconceptions have been dispelled in t he light of 
these studies. I t wa s f or lnerly thought that all retardates 
became delinquent, degenerates, insane, or viere in some way 
dangerous to society. Statistical evi dence shows that t hese 
characteristics are not significantly higher for retarda t es 
8 
than for the total population. Given the loving and ac-
8 Charles BradleY, "Pediatrics, lviental Retardation, 
a.n d Delinquency,u Journal of the American Hedi cal A__s__s_ociatior. 
12 
cepting environment of his parents, the understanding of 
his peers and community and the guidance, support and su-
pervision of his teachers or employers, and there should 
be lit t le reason for his becoming socially or economically 
unadjusted . Especially in the high grade and even middle 
grade group, there are many retardates vJho become self-
supporting, sociallyoutgoing and self-sufficient . and vrho 
make good citizens within their limitations. 
THE HAGNITUDE OF THE PROBLE11 
- --
Various estimates have be en made of the extent of re-
tardation in this country. The most agreed upon estimate 
is that there are ~,500 ,000 r etarded persons in the United 
States, of whom 1,500_,000 are children. A conservat ive 
figure of the number of Americans directly concerned is 
lO,OOO,OOO--the aff licted, their parents, and their sib-
lings. Based on the current birth ra t e it is estimated 
that there are three hundred children born every day who 
are destined to be retarded. As compared with other per-
manent afflictions, such a s rheum.:-: tic heart disease, cer-
ebral palsey, polio : and blindnes~, mental retardation is 
157:101-108 , cTanuary 8! ~955; Sol Levyli 1111ental Deficiency 
in the_ Causat1on of Cr~1nal Behavior, 1 American Journal 
.Qf Hental Deficiency, 58 :~55-LI-63, January, 1954-. 
13 
9 
more numerous than all of these together. 
NEEDS OF THE RETARDED CHILD 
The fundamental needs of the retarded child are no 
different from those of any other child. The requisites 
for the healthy growth and development of the personality 
from infancy to adulthood are 
••• a stable, financially secure and accepting 
family group; appropriate school and recreation-
al facilities; and training f or vrork in an ex-
panding, forward-looking economy that is iBle to 
make use of each individual's capacities. 
To these are added the material nece s sities, such as proper 
diet, housing and medical care. For the child who is han-
dicapped by a physical or mental affliction the acquisition 
of these necessities is difficult, and special provisions 
must be made for his care. 
Most retarded children can become valuable assets in 
their own homes and in their community if given the proper 
help, guidance and training. In addition to early detec-
tion and diagnosis, appropriate school placement, intelli-
.. 
gent home managernent, accessible medical facilities and 
9 National Association for Retarded Children, "The 
'Social Worker's Viewpoint' On The Retarded Child, 11 1954-. 
10 Kelman, .2£• cit., p. 152. 
14-
stimulating recreati onal and socia l experiences are i mpor-
tant needs to be considered in the t otal rehabilitation 
11 
of the retardate. As the child reaches adolescence, vo-
ca tional guidance, job tra ini ng, \-rider social outlets and 
suitable living arrangements bec ome impor tant considera-
tions. 
It is obvious that rehabilitation of the retarded 
child is a many-faceted pr ogr am , cutting across the dis-
ciplines of medicine, education, psychology, s ocial work 
and social science. It goes beyond the maintenance of 
custodial institutions and special classes. It reaches 
i n to the realm of governmental, private enterprise and 
local community concern, and only through their searching 
and persistent efforts can the 75 per cent of the retarded 
group, who are capable of being rehabilitated, become 
productive, valuable members of the community . 
Elaborating on the specific ne eds of the retarded 
child, special diagnostic and treatment services are of 
primary importance in order that early detection and 
treatment can be offered and plans made. In this regard, 
11 u. s. Children 1 s Bureau, 11White House Conference 
on Children in a Democracy; Final Report,nPublication 
No. 272, 19~0, p. 275. 
15 
the hospital plays an essential role. Because of frequent 
physical defects concommi tant 1vi th men tal r e tardation par-
ents are likely first to seek the help of a hospital. 
Child gudiance clinic s deal mainly with emotionally dis-
turbed children, and most clinics for me:ntally retarded 
children function primarily for the purpose of c01112itment 
to an institution. Since their feelings towards the child's 
affliction are very confu sed, parents are likely to avoid 
utilizing these services until a more adequate diagnosis, 
prognosis and plan have been made. It is the clinics and 
the wards of the hospital, nex t to their local physician, 
to which these families turn for help. The clinics meet 
the problems early in their development and are in a po-
sition of extreme importance for offering s ervices to the 
retardate and his parents that will initiate a sound re-
habilita t ion program. This a spect of the needs of the re-
tarded child will be dea .l t 't'li th more fully in the next 
chapter i.•rhich considers the s ervices of the Hassachusetts 
General Hospital. 
Institutionalization r aises s everal questions about 
which various theories have been proffereda What is the 
optimum age for pla cing a retardate in an institution? 
What conditions necessitate institutionalization? vlhat 
needs does an institution fill, and how successful are its 
16 
• 
efforts? What problems does institutionalizing their 
12. 
child raise for the parents? It shoul d be briefly noted 
that the major consideration in determining whether or not 
to institutionalize a child should be the nature of his 
condition and the therapeutic nature of the institution. 
When his development is so retarded, or when an ·institu-
tion off ers more opportunity for training and education 
than his parents or his co~nunity can provide, the re-
tardate should be placed. 
School facilities for retarded children have existed 
since the early 1900's. They have been geared to that 
group of retardates who have be.en considered educable, that 
is, ·those children who are within the borderline-to-moder-
ately r etarded range. Generall y, the criteria for admis-
sion to public school special classes exclude childr en 
under seven or those with an I. Q. below fifty. 
Until very recently there were practically no educa-
tional facilities for the severely retarded but trainable 
12 Donald H. Jolly, "When Should the Seriously Re-
tarded Child Be Institutionalized?,"- erican Journal of 
Nental Deficiency, 57:632-636, April, 19 3; Ecob, .QQ•cit., 
p. 18; I so bel V. Duguid, tiThe Need of Facilities for the 
Care of Feeble-minded Infants and Young Children," New 
England Journal_ of Medicine, 233:294, S~ptember 6, 1945. 
l7 
child. Some states, including Massachusetts, New Jersey, 
Pennsylvania, Ohio and California, have recently taken 
steps, in cooperation vlith parents' groups, to ex tend 
13 
public school facilities to lower I. Q. groups. A 
recent survey indicates that the severely retarded can 
benefit greatly from an educational or training progralil 
suited to his needs, and that det er mL!ation for eligibility 
for such programs can not be based solely on test scores, 
but must include an evaluation of his medical condition, 
social maturation, capacity for self-care and similar fac-
14 
tors. 
For the pre-school retardate: there are few opportuni-
ties for obtaini ng nursery school, day care, or home train-
ing services. Some forward looking states have made these 
provisions a part of their broad rehabilitation policy. 
New Jersey's Department of Institutions and Agencies organ-
15 
ized a home-training program in 1943, and l1assachusetts• 
Division of Hental Deficiency of the Department of I'vlenta1 
13 Steven H. Spencer, "Retarded Children Can Be Help-
ed," Saturday Evening Post, October 11, 1952. 
14 Arthur S. Hill, Federal Security Agency, Off ice of 
Education, 11The Forward Look: The Severely Retarded Child 
Goes to School," Bulletin 12.2g, Publica tion No. 11. 
15 Spencer, QJ2.• cit. 
18 
Health i nc luded a home-training progr am as part o~ their 
six-point program ~or community supervision o~ retardates. 
However, in 1939, under t he Ma ssachusetts progr run, there 
16 
were only forty children receiving home-tra ining lessons, 
illustrating the inadequacy of these eff orts. 
It remained for active parents• groups to undertake 
the major responsibility for providing nursery school and 
recrea tional facilities f or t heir childr en, e specially for 
the pre-school retardate -and t he adolescent who may have 
completed schooJ.J.ng. The Har r is J. Solomon Clinic a t the 
Jewish Hospital in Brooklyn, New York is an example of a 
hospital clinic which i ncludes as part of its rehabilita-
17 
tion program a pro gr am similar to that of a nursery school. 
The need for the se services i s borne out by the type 
of job t hat the parents are r equired t o perform twen ty-four 
hours a day--parent, playmate, t eacher and companion-- and 
by the needs of the pre-school a n::d adole s cent retardate 
to have activa re creational and social exper i ences. Many 
mildly retarded children can be integrated into existing 
16 Gruener, ££• cit., p. 44. 
17 Howard R. Kelman, "Parent Guidance in a Clinic for 
Mentally Retarded Children, "Journal of Social Ca s ework, 
34:ltltl-447, December, 1953. 
19 
recreational and group-work facili t ies vli th little modif ica-
tion of pr ogr am . For other, more severely retarded young-
sters ~>rho need s pecial programs adap ted to t heir ne eds, 
t here is lit t le available. 
Since social development is gener ally the greatest 
single area of growth potentia l for most retarded 
children, to deny them help means crippling their 
chances for successful social integration in pro-
longing their dependence on others. If it is pos-
sible to adjus t eligibility requirements of n ation-
al youth groups, such as the Boy Scouts and Girl 
Scouts, to make membership in local cor~unity cen-
ters available t o retarded chil( ren, this vrould be 
of enormous benef it to those youngs t ers who have 
suffe~ed the onus of s ocial re j ection and ridic-
u~e.H:S . 
Campin g facilities for the retarded are relatively few 
in rnmber. at present. Perhaps this is the next step f or 
the parents' groups to undertake in filling the recre-
ational gaps of retarded childr en. 
Vocational help is another ne ed that the retardat e 
expresses during adolescence. There ar e f ew facilities 
for vocational guidance and job training . 
Until the establishment of a pilot sheltered work-
shops by t he Brookly-n Chapter of t he Association 
for the Help of Retarded Children [i parents 1 group] 
early in 1935, no such workshops were in existence 
in New York State. 19 
18 Howard R. Kelman, 11 lvleeting the Needs of the Mental-
ly Retarded Child," The Social Welfare Forum, 195lt, p.llt7. 
19 Howard R. Kelman, rlparent Guidance i n Clinic for 
lvlentally Retarded Children, 11 Journal of Social Casework, 
3~, December, 1953, p. 443. 
20 
Other ne\·1 prograr.n s deal pri.warily i.vi t h t he higher-level 
functioning retardate, but the results are en courag ing. 
PROBLEl1S OF THE PARENTS 
The families of mentally retarded childr en need special 
consideration. To each parent the experience of having a 
retarded child ha s an individua l meaning and impact. His 
ability to a ccept, manage and guide his child depend s not 
only upon his personality structure and t he nature of the 
child's retardation, but al so upon the attitudes andre-
s ources of t he comnn.uii ty . 
All t r1e essen tial ingredients necessary. for the dev-
elopment of the healthy personality in the norma l child 
are also necessary for t he hea lthy development of the re-
tarded child . The parent-child relationship should be 
ba sed on a foundation of trus t, love , respect, guidance, 
approval and ac ceptance. In t his way the child will feel 
wanted and secure, vlill ivant to learn and will develop 
a sense of value. However , be cause all handicapping 
conditions inter ject special faritors, the paren t-child 
relationship bec omes ramified and c ompli cated. 
One such compli ca tion is in the attitudes of the 
parents tovmrd s t h e child. There is hardly a mother who 
does :no;t r espond with deep feelings of guilt and self-
accusat ions to a congen i tal defect of the child, a birth 
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injury, or an exogenous factor l eadi ng to retardation. 
A retarded child, t herefore, means that the child will 
not live up to the ideals of his parents and is a reflection 
on their ability to raise normal childr en . This may re-
sult in open rejection of the child or subt le rejection, 
21 
which may manifest in over-solicitation. It is often 
followed by social isolation on the part of the parents, 
especially if the community shows scorn, ridicule and fear 
towards the child and his parel'lts. Experiences in the 
community may aggr avate the parents -' feelings of shame, 
guilt and anxiety and may reinfo rc e their rejection of the 
child, or the i mposed ·so ci a l isolat ion. 
Grebler says tha t because of the elements inherent 
in the child's retardation and the limitations imposed on 
them by the community, the parents are e:posed to an ex-
perience of frustration. They react to this f rus trat ion 
in terms of their o-vm personality structure. Parents \IJho 
t end t o condemn the outer 1vorld f or the child's retarda-
20 Federal Security Agency, Children's Bureau, "Emo-
tional Problems Associated with Handicapping Conditions 
in Children," Publication No • .3.3£, 1952. 
21 Howard w .• Potter, 11 Family Situations in Rel ation 
to the Emotionally Unstable Child ," The Scientist Looks at 
~Emotionally Unstable Child, Part II, Child Research 
Clinic of the Woods School, Vol. I, No. 4, p.6. 
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tion tend to reject the child. Parents who react with 
self-blame tend to be ambivalent and inconsistent towards 
the child. Parents who react without blame but with under-
22 
standing tend to accept the child. 
The retarde6 child not only engenders complicated at-
titudes and feelings in his paren ts, but .as he grows, also 
saps his parents' mental and physical strength and their 
financial resources. Since retardates are often physical-
ly he.ndicapped and have less resistance to disease, there 
are many health problems arising which call for protracted 
expenses. Especially for the parents who are searching 
for quick cures will medical expenses be high• Habit 
training, recreation and supervision make the retardat e a 
continuous burden on his family. 
Goncommitantly, family tensions are aggravated by 
the care and managem ent of the child in the home. Parents 
blame each other f or hi s condition. Siblings: are embarras-
sed, shamed or othertvi se harnpered in their social develop-
ment. An over-tired mother bec omes too lenient and too 4n-
consistent in training and stimulating t he child. The 
family's savings recede. In situations such as these the 
child can become, quite innocently, the cause of their 
22 A. M. Grebler, "Parental Attitudes Tmvards 11ental-
ly Retarded Children, 11 .American Journal of Men tal Defic-
iency,56:475-483, January, 1952. -
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misery. 
These social and psychological factors must be given 
consideration in shaping goals for service t o t he parents, 
along with the direct consideration of the child's dis-
ability. 
A recen t development has been t he growth of local 
community groups of parents of retarded children. Col-
lectively they have been able to work for their children's 
welfare better than they could as individuals. They have 
founded cooperative schools, set up demos.tration classes, 
nurs eries and voca tional guidance centers. They have 
become an effective pressure group in initia ting and sup-
porting legislation to raise standards, promote research 
and to secure more services on behalf of their children. 
In addition the moral support of f ered in knowing that the 
individual is not all alone in his problems is of im-
24 
measurable value. 
23 Sidonie 1'1. Gruenberg, "The Responsibility of the 
Parent to the Exceptional Ch ild' II The outlook for the Ex-
ceptional Child in Post-War Americ~February,-r943,Pp.l8-
20; Leo Kanner, "Parents' Feelings about Retarded Child-
ren," American Journal of Nen tal Deficiency, 57:375-383, 
January, 1953. 
24 National Association for Retarded Children,l29 East 
Fifty-second Street, New York 22, New York. As this report 
was being written, the 1955 budget of the Department of 
Health, Education and Welfare newly included $750,000 ear-
marked for research into the problems of men tal retar dation. 
This action was a direct result of this Association's abil-
ity to convey t o Congressman Fogarty, Cha irman of the House 
Family agencies are other community resources that 
can make a distinctive contribution to the parents by 
offering counselling , financial aid and homemaker ser-
vices. 
The general hospital, because of its contact with the 
retardate at an early stage in his condition, can off er 
a unique service to him and his parents. They can offer 
direct services to the retardate, including general medi-
cal services, diagnostic and treatment for the retardation 
and speech therapy. For the parents the hospital, through 
its social service department, can of f er general casework 
help, guidance, information about resources and realistic 
suggestions about training and management of the child. 
These are t he types of services offered by the Retardation 
Guidance Service Unit, a program sponsored by the Boston 
Association for Retarded Children in cooperation with the 
Children's Hospital in Boston. The program of the Morris 
J. Solomon Clinic includes a music and play _therapy group 
and a remedial educational group. It also offers the par-
25 
ents group guidance, in addition to casework help. 
Appropriations Committee, the necessity of Federal Assist-
ance in the field. 
25 Howard R. Kelman, 11 Parent Guidance in Clinic for 
Hentally Retarded Children," Journal of Social Casework, 
December, 1953, p. 443. 
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The next chapter deals with a brief historical pic-
ture of t he Children 1 s Nedical Service of t he :tviassa chuse t ts 
General Hospital and how it currently functions in relation 
to the retarded child and his fami l y. 
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CHAPTER III 
THE MASSACHUSETTS GENERAL HOSPITAL 
~ GENERAL HOSPITAL 
In 1811. a corporation v.ras formed in Boston Ufor the 
erection, support, and maintenance of a general hospital 
for sick and insane persons." NcLean Hospital, novr lo-
cated iri Waverly, was first opened in Somerville in 1818. 
When the Hassachusetts General Hospital was opened in 1821 
it wa s the t hird general hospital in the United Sta tes and 
l 
the first in New Engl and. 
At its inception the purpose of the hospi t al wa s to 
be "a hospital for the reception of lunatics and other 
~ 
sick people, 11 l.·vho 1.,rere too poor to sustain t he expenses 
of medical care. The hospital is an institution f or serv-
ing primaril y the acutely ill, for teaching medical stu-
dents, nur sing students, dieticians, social -v10rk studen ts 
and studen ts of occupational and physical t herapy, for 
research for prevention of illness and as an agency for 
co1nmuni t y health. 
1 Ivlassachusetts General Hospital, For ~mployees, 
August 15, 1949, P• 7• 
2 Dr. James Jac};:son and Dr. John C. Warr en, "Lett er 
to t he Citizens of Boston," quoted i n I da N. Cannon, On 
the Social Frontier of Medicine, p. 54. 
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THE CHILDREN 'S HEDICAL SERVICE 
The hospital car ed for children f rom its i ncep tion , 
but they "'.vere treated with the adults. During t he 1880s, 
s~parate wards for children were set apart. It was not 
until 1910 t hat the s pecial ty of pediatrics wa s recognized 
by the hospital . 
The early interests of t he Children's Medical Service 
were to inves tigate t he etiological fa ctors in rickets, 
t o provide specia l care for childr en wi th heart di seijse s 
a-Dd to st;J.dy me tabolic disor ders, such as Cr etinism and 
Mongol ian i di ocy . Subs e quently , epilepsy , i nf antile par-
alysis and asthma were also foci of interest. 
Specia l clini c s vlere established be cause of the ne eds 
of cer·tain diagnostic groups: Ca rdia c Clinic; Adolesc ent 
Endocrine Clinic; Nutrition Clinic ; and Poliomyelit is 
Clinic. vl i th t he exception of t he Adolescent Endocrine 
Clinic, t hese clinics are now autonomous services, s~parate 
administratively f rom the Childr en's Hedical Service. In 
addition, the s ervice extends to other services \vhich 
trea t children, such as, Psychiatric Service, Ne~IT ological 
Service and Surgi cal Service. 
THE SOCIAL SERVI CE DEPARTEENT 
In 1905 Dr . Richard c. Cabot gave i mpetus to a general 
movement t o deal wi th the social a s pe cts of medi cal care. 
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He observed that there was something lacking in his staff's 
ability to make accurate treatment plans that would be car-
ried out by patients. To meet this need, he brought into 
the Out-Patient Department of the. hospital a lay person--
a s ocial worker. 
Until the year 191~ the Social Service Department op-
erated entirely in the Out-Patient Department. During that 
year a new position, Chief of Social Service, vJas created, 
and Hiss Ida M. Cannon was asked to fill the post. In 1919 
the Board of Trustees voted "that the Social Service Depart-
ment be ••• considered an integral part of the Hospital,both 
3 
administratively and financially". 
Now forty-nine years after its inception, the Depart-
ment has shown a distinctive growth. "Six hundred eighty-
four patients were served in 1905, while approximately 
9, 000 were served in 1954. Now there is a staff of i+9 
workers •••• Social workers are n ow assigned to every ser~ 
~ 
vice in the hospital". 
THE CHILDHEN1 S NEDICAL SOCIAL SERVICE DEPARTNENT 
After the Children's Medical Service was established 
3 Frederic A. vJashburn, The :Massachusetts General 
Hospital, Its Development, 1900-1935, PP• 337-338. 
4 ~ lv.Iassa chusett.~. General Hospital .. News, No. 1~2, 
February 1955, p.l. 
29 
as a separate unit in 1 910, it soon became evident that 
its pediatricians were especially interested in utilizing 
the service of the socia l worker. Because it was i mpos-
sible to get a medical history from the children, and be-
cause many 1nothers failed to return with their children, 
the two services came to cooperate very closely. 
At present their are two workers assigned to the ser-
vice as a whole. They cover the entire service carrying 
the respons i bility for both the Children's Medical Clinic 
and the Children's Wards, including t he private floor. 
Patients; are referred by physicians, other hospital person-
nel, social a gencie s and the families of the children. 
There is no one hundred per cent coverage of any particu-
lar diagnostic group of patients. Problems may ran ge from 
the practical s ervi ce of arranging a camp pla cement to a 
complex problem involving social and emotional relation-
ships. 
Through the special interest in metabolic disorders of 
Dr. Fritz B. Talbot, the first Chief of the Childmn 1 s Hed-
ical Service, the social workers have always been working 
with -mentally retarded children and their families. He car-
ried on a research project vlhich . required these children's 
participation. 
It vias our [the social worker s ;'] task to explain 
30 
to the mothers why they were asked to bring their 
children to the clinic. We listened to their tales 
of difficulties i n care of the children. As we 
talked with t hem, we got some measure of the mother's 
anxieties, of the effect on the care of norma l child-
ren, and we gained some knowledge of the lack of in-
stitutional care for fee ble-minded children under 
school age. This lanowledge helped us to ~oin in ef-
forts to secure more adequate facilities., 
5 Cannon, QQ• cit., p. 108. 
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CHAPTER IV 
PRESENTATION OF DATA 
Seventeen ch ildren diagnosed as ideopathic mentally 
re tarded -vrere admitted to the -vrards of t he lvlassachusetts 
General Hospital during 1952. The following data, col-
lected from the ca se r ecords of t ho se seventeen pa tients, 
will deal with t he kinds of problems these pa tien ts faced, 
t he pr oblems of t he frunilies rela ted to the presence of 
the children in the home s and the ways i n which the hos-
pital served t hese children and their families. 
At the time of t heir admi s sion, t he pa tients r anged 
in a ge from one year to twen ty-one years. As Table I 
indicates, more t han one-half of t he children were under 
six years of a ge. Fourteen of the seventeen childr en were 
le s s than t '\vel ve years old . 
The divisions in Table I were employed because it was 
an ticipated t ha t t he children in each age categor y mi ght 
encounter similar problems with regard to t heir social 
development. These ca t egories were based on the dominant 
adjustment ne eds arising in each a ge period. Examples of 
this are t he problems of training aris i ng i n t he under s ix 
year group of children and pr obl ems of voca tion in t he 
eighteen to hTenty-one year s group. 
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Ages 
Under 6 
6 - 12 
13 - 17 
18 - 21 
TABLE I 
AGE AT TIHE OF ADl'.USSION 
TO vJARDS I N 1952 
Total 
Number of Children 
9 
5 
1 
_g_ 
17 
With one exception the pat ient s had both paren ts in 
t h e home. In the exceptional case t he patien t's parents 
had been divorced t~:v o years prior to his admission. He 
lived with his father and paternal grandmother. In two 
cas es t he patient vlas an only child. The largest family 
contained six children inc luding the pa tient. The siblings 
numbered between one and five. Because of the young ages 
of the pati ents, most of t he siblings were older than they. 
Table II on page 34 indicates t he numbers and kinds 
of problems that the re tarded children encountered, as 
seen at t he time of their admj_ssion, and t he a ges at 1-vhich 
these problems appear ed. Although some problems are clear-
ly defined, others overlap and callDot be easily categorized. 
The writer was able to cho ose the pr oblems enumerated in 
the table from several sourc es. Sometimes the problems 
were explicit in the case records: the parents asked for 
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~ ~ es I nstitu-
tion?1 
Core 
Under 6 4 
6 - 1 2 2 
13 - 17 0 
13 - 21 0 
-
Totals 6 
--- -· 
F ~2 -;L S~ ~ '3 CC ~·· cE ~J>f~ ITC~ 
ml'.nT"'ij' T l ~•Dl.JLJ ..c. 
~~•m r. ··~ :i·~ J CHI~~R3N ~GCC~DING 
TJ rr ~~::r::: _\'}~ ·~ _A. r~ _·.It1I SSIJt; II·~ 1 9'52 
·-Tob1 ern.:J 
Int 2r -
""''III!!"' 
Fl .q C8-
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4 2 0 0 0 0 1 11 
4 2 5 2 2 0 0 17 
l l 0 0 0 l 0 3 
l 0 0 0 0 2 0 ') 
10 5 5 2 2 3 1 34 
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vocational help for t he child; t he medical staff noted the 
existence of a particular problem; the social \vorker, dur-
ing her contact \vith the family, observed a problem. In 
other cases certain problems \vere inferred by t he hospita l 
staff because of U1~1et needs of the child . In still other 
cases, where data were meager, the reporter deduced the 
existence of certain problems from the available facts. 
This last method ~-ras kept to a minimum. 
Six children faced the question of institutional care. 
Their physical or mental development was so retarded that 
home care was no longer considered appropriate. Of these 
six children, four were under six years of age at the time 
of their admission in 1952. 
In ten of the cases, health problems were encountered 
by the patients . Four children were under six years of 
a ge. Health problems included malnutrition, rheumatic 
fever, obesity, eye trouble, dental cares, pneumonia, and , 
in three cases, ideopathic epilepsy. General physical re-
tardation was not included as a health problem . 
Training problems included toilet training, special 
training in simple manual skills and speech defects. Five 
children faced training problems. 
Education \-Tas a problem for five children, all of \-Thorn 
were between the ages of six and t1.velve years. In these 
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cases the children had dif:t'iculty in enrolling in special 
clas ses, or the s ocial worker saw the need for special 
educational facilities commensurate with the child's ab-
ilities. The children were not enrolled in school for 
two main reasons: one, the parents were hesitant to enroll 
the child or had f eelings about his being in a special 
class, two, the facilities were not known to the parents. 
Although of school age, the children were staying at home. 
For two children recreation was a problem. These 
children were in t he six to t1·relve year old a ge group, 
when the retarded child's recreational needs might be ex-
pected to become more evident; i.e., when he begins to 
· associate with other children in play activities. These 
t·wo children were denied a full recreational experience 
because t hey vrere not allowed outside of their houses. 
Problems involving interpersonal relationships 'were 
indicated in two case records. These were a pair of twins 
\vho were under. trea tment at a child guidance agency be-
cause of the hostile relationships tha t existed between 
them. The vrriter anticipa ted in this category those prob-
lems involving reiationships with the opposite sex, v-ri th 
peers or vli t h membe r s in t he community. 
Vocational problems were faced by three of the child-
ren, two of whom were be tween the ages of eighteen to 
tv;enty-one years. At this stage in the child's development, 
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the question of vocation might be anticipated. Two of the 
three pa tients had left school and sought the help of the 
social worker for vocational guidance. The third was ~ill 
at school but requested help in securing a job for the 
near future. 
Placement included one child who needed convalescent 
foster-home care following her discharge from the hospital. 
For the seventeen patients there vlere thirty-four 
problems 1.·1ith approximately tvro different problems .faced 
by each child. The outstanding problem that concerned 
. these patients was one of health. Ten of t he s eventeen 
pa tients had some kind of health problem, in addition to 
their mental or physical reta r dation. Although chiefly 
a problem encountered by the younger children, health 
problems also faced one child in each of the two older 
groups. Institutionalization, next to health, was the 
problem encountered most frequently. This difficulty 
also occurred most often with the younger ch ildren, prima-
rily -r,vi th the children up to the age of six years. Train-
ing, too, wa s a problem of the younger children. Education, 
recreation and relationships were problems associated with 
the six to twelve year old children. Vocational problems 
faced the older children. 
The six to twelve year old group encountered the 
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large st number of pr oblems. The five children in this 
group comprised less than 30 per cent of the number of 
children in the study group; yet they were faced with 50 
per cent of the problems for the entire group. Education 
and health problems were the major problems in this age 
group. It should be noted that no attemp t was made to 
evaluate the severity of the problems encountered by the 
patients. 
The following data are concerned with the effects 
of t he retarded child's presence in the home. 
In general, this was a group of paren ts with relative-
ly stable family rela tionships. Where problems existed, 
they revolved around the pre sence of the child and his 
condition. However, t here were t wo ca ses in l·rhich there 
was evidence of marital discord between the patient's par-
ents. One patient's parents were divorced and living apart. 
In the other case the father of the patient was described 
as an alcoholic and neglectful of the family. Evidence 
pointed to the existence of these problems prior to the 
birth of the retarded child. 
Table III shows the attitudes expressed by t he par-
ents towards their retara ed child. 
TABLE III 
ATTITUDES OF PARENTS TOWARDS THEIR 
RETARDED CHILD 
Attitudes 
Acceptance 
Inconsistence 
Rejection 
Denial 
Unknown 
Total 
Number of Cases 
5 
3 
2 
4 
2 
16 * 
* The total number of cases is one less than the 
total number of children because of the pair of twins. 
The parents of the t\·lins showed acceptance to-vrards; both 
children, but they were counted as one. 
Att itudes of acceptance included those in which both 
parents understood the nature of the child's retardation 
and planned to use community re sources according t o his 
ne eds. In five cases the child's parents expressed ac-
ceptance. 
Inconsisten t attitudes were t hose in vlhich one parent 
expressed acceptance, while t he other parent showed rejec-
tion of the child or denial of his condition. In one case 
these inconsistent attitudes were expressed by the same 
parent. The parents of three children were categorized 
as inconsis t ent tONards the child. 
Attitudes of re jection included those in which the 
parents failed to devote suf.i' icient time and atten tion to 
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the child and especially his health needs, such as proper 
feeding, immunization and medica l examinations. The ques-
tion of neglect was raised by the Massachusetts Society 
for the Preven tion of Cruelty to Children in the two cases 
in which the parents rejected the child. 
Attitudes of denial were defined as those in which 
the parents failed to recognize the child's retardation, 
or, if they did recognize it, called it by some other 
name, such as cerebral palsy~ , In four cases the parents 
denied the existence of mental retardation in their child. 
Two case re cords failed to indicate the attitudes of 
the parents. 
There did not seem to be any significant relationship 
between attitudes of the parents and the ages of the 
patients. In only one area did there seem to be any cor-
relation between attitudes of parents and the problems of 
the patients. The correlation was between problems of 
health and attitudes of accept ance towards the child. The 
six children, including the tlvins, whose parents showed 
acceptance of their retardation all had health problems, 
which were also accepted. These health problems were ob-
esity, rheumatic fever, convulsions, dental difficulty 
and eye trouble. They were not related to the neglect of 
the child's health needs. 
4o 
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Problems of the family that wer e related to the 
presence of the child in t he home consisted of limitations 
on the recreational and socia l activities of . t he parents, 
increased financial burden and a ccent uated stress among 
. the f amily members. 
Irt three ca ses the parents were in one way or another 
limited in their social and recreati onal activities. Be-
cause they felt the child needed all their time and at-
t ention, they devoted all their energies to his care to 
the exclusion of other social activities. 
In one case the parent's health was affected by the 
presence of the child and his special needs. This parent 
had ulcers and a heart ailment which were aggravated by 
the demands of the child's care and which, according to the 
grandmother, eventually resulted in t he parent's death. 
Two of the cas e records made some reference to the 
financial burden placed on the parents by the child's 
concU tion. This -vms related to the expense of the child 1 s 
institutional care. The parents expressed concern about 
the expense of institutional care because their finances 
were limited. In only a few other cas es vras the cost of 
caring for a retarded child considered, but in these cases 
the child pre sented no financial burden because the in-
come of the family was adequate. There was no considera-
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tion of f inances in any of the other cases. 
In one cas e the child's retardation appeared to ac-
centuate existing f amily tensions. After t he child's par-
ents had separated and reconciliated, the mo ther a gain 
left t he family. Evidence pointed to the possibility 
that the needs of the retarded child might have been a 
factor in her decision. 
There were scant data concerning the relat ionships 
of t he patient s to their siblings . Three of the patients 
had older siblings who were mentally retarded. These 
siblings were in institutions for the re tarded. 
Table IV shO\vs hovl many community resourc es were 
employed by the parents of the child prior to his admis-
sion to the hospital in 1952. It also shows t he kinds of 
resources and the purpose for which they were used. 
TABLE IV 
CO:t<llviDNITY RESOID1CES USED BY PARENTS PRIOR 
TO TriEI R CHILD'S ADMISSION I N 1952 
Purpose of ResoUrces 
Diagnosis 
Health 
Education 
Vocation 
Child Guidance 
Number 
·Total 
of Cases 
5 
8 
4 
2 
2 
21 
42 
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Twelve patients used twenty-one a gencies in the com-
munity for services rela ted t o the problems associ a ted with 
their retardation. 
In five cases t he parents sought help for the diag-
nosing of their child's retardation. In most instw~ces 
the resource to which they turned for this purpose was 
either a clinic or the ward of a hospital. One child was 
seen at a state institution for observa tion and disposi-
tion. 
Eight of the seventeen childr en had been to health 
agencies for their health problems. These included hos-
pitals, local doctors, a convalescent foster-home and 
one public health clinic •- The health problems for ·which 
treatment \vas sought were not directly related to their 
mental retardation. These hea lth problems were the same 
kinds of problems described above; i.e., pneumonia, dental 
difficulties, rheumatic fever, etc. 
Resources for help i n educational problems were em-
ployed in four cases and consisted of s pecial schools for 
the retarded. In three case s t hese were public schools, 
and in the fourth case, a private school. 
Vocational agencies were consulted i n two cases. 
These wer e t he Y. vf. c. A. Counsell ing Service, the Div-
ision of Vocational Rehabilitation and the Department 
of Guidance of the Boston Public S.chools. 
In two cases t he paren ts sought help from a child 
guidance agency for their children's behavior problems. 
These children wer e the t wins who vlere under study for 
t h e aggressive relationship that existed between them. 
There was no previous use of agencies dealing with 
problems of institutional care, training or recreation. 
Table V shows the problems uncovered in the hospita l 
contact a s compared with the resources used prior to the 
child's a dmission, and with resources used during the hos-
pitalization. 
TABLE V 
A COHPARISON OF PROBLEHS OF THE CHILD AND 
RESOURCES USED PRIOR TO AND DURI NG 
THE HOSPITAL CO NTACT 1952 
Problem Number Resource Number used 
prior to 1952 
Institutional 6 Institutional 0 
Care Care 
Heal th 10 Health 8 
Training 5 Training 0 
Education 5 Education lr 
Recreation 2 Recreation 0 
Interpersonal 2 Interpersonal 2 
Vocation 3 Vocation 2 
Placement 1 Placement 0 
Total j1+ n;-
Number used 
during 1952 
5 
2 
2 
4 
2 
2 
3 
1 
2r 
* Resources exclude those used primarily for di~gnosis 
of the retardation. 
It can be seen from Table V that t here -vmre thirty-
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four problems of which sixteen, or lt7 .1 per cent vlere 
r ecognized by the parents prior t o the child's admission 
a s evidenced by their use of re sources that ma·tched the 
problems. For these s ame thirty-four problems twenty-one, 
61.8 per cent, matching resources \vere utilized during the 
hospital contact. However, t here are three factors to be 
considered i n evaluatli1g the success of either the parents 
or t he hospital in dea ling with the problems of t he patients: 
one is that those parents who recognized the need for in-
stitutionalizing their child might have placed him there 
and t his would not be i ndicat ed on Table V as a resource 
used si nce he 1vould not have been at t he hospital; two is 
that those children \vho entered the hospital with a health 
problem v1ere treated a t t he hospital it self; t his would 
mean that resourc e s were really used during the hospital 
contact in a much higher percent age than is :l. indicated; and 
three is that there was simultaneous duplication of some 
of the resourc es us ed by the parents and the hospital staff . 
Table VI shows t he comparison of the parents' atti-
tudes. and t heir use of resources f or the child. 
It can be s een t hat those parents whose at t itudes were 
accepting tended t o use more resources on the child's be-
half than those vlhose a t t itude s were not .. . The parents v;ho 
denied the existence of retardation in their child used no 
45 
TABLE vr· 
CONPARISON OF PARENTS' ATTITUDES AND 
THEIR USE OF RESOURCES 
PRIOR TO 1952 
Attitudes Number Number of Resources 
Acceptance 5 10 
Inconsistence 3 5 
Rejection 2 3 
Denial 4 0 
Unknown 2 3 
Total 16 21 
resources at all. 
The following data concern the s ervices provided by 
the hospital to the child and his family. 
The patients' length of stay on the v1ards ranged 
from t1.vo to thirty-seven days. The average stay '1.-Tas 
10.8 days, while the median time was seven days. 
All except one were admitted to the children's wards. 
The exception was the twenty-one year old patient vlho 
stayed on the adults' ward. In three cases the children 
were private patients. The sevente~n patients were ad~ 
mitted for a variety of reas:ons. Some admissions were 
entirely for physical complaints, such as chronic mal-
nutrition, diarrhea, fever of unknown origin, convulsions, 
den~al rehabilitation, bronchitis, eye trouble and pneu-
mania. Some admissions \vere for an evaluation or a diag-
nosis of the child's retardation. Others were a combina-
tion of a physical complaint in addition to a ques t ion 
of mental retardation. Table VII shows the breakdown of 
r easons for admissions. 
TABLE VII_ 
REASONS_ FOR ADHISSION 
Reasons for A&nission Number of Children 
Physical Complaints 
11ixed Complaints 
Evaluation of Retardation 
Total 
9 
3 
5 
l7 
Diagnostic procedures used to evaluate mental r etar-
dation consisted of physical examination, routine labo-
ratory studies, skull X-rays, bone-age X-rays, electro-
encephalographs, psychometric diagnoses and social service 
evaluations. 
All but three children received some or all of these 
procedures. These three \vere admitted primarily for a 
physical reason which was treated wi thout any evaluation 
of their retardation. They had been p-reviously diagnosed 
as retardates in t he hospital clinics and were t o be fol-
lowed there upon their discharge. 
Ten of t he children wer e diagnos ed as mentally retard-
ed f or t he f i rst time during their a dmis s ion. Of the re-
maining seven vTho had been previously diagnosed, four re-
c e ived fur ther eval uation during their admiss ion. 
Of the fourte en children who r eceived diagnostic ser-
vices for t heir retar da tion, thirteen underwent medical 
proc edures, including physical examina tion, skull-films, 
electroencephalogr aphs and r outine l aboratory t es t s. Ten 
chi l dr en had psychometric or cortical f unction laboratory 
tests. In three cases psychiatric eval uations were em-
ployed t o a i d in making a diagnosis of mental retardation. 
The medical staff used the socia l worker as a diagnostic 
a i d in six ca ses. 
The recommenda tions of the medica l staff were as fol-
lows: In six cas es t hey r ecommended continued medica l 
follow-up either v.Ji th t he Out-Patient Department or '<;·!i th 
the local physician. They recornmended institutionaliza-
tion of t he pa tients in six cases, and referred the par-
ents to t he social worker fo r exploration of this problem. 
Four other ca s es were referred t o t he s ocial worker on the 
docton:f rec milllendation, tvm for voc ational guidance, and 
two for schooling ruLd disposition. Three cases did not 
indicate vJha t r.ecommenda tions were made. 
In all case s in which medical follow-up wa s r ecom-
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mended the child returned to t he out-Patient Department 
following discharge. 
The social service department made contact ~.>Ti th tvvelve 
of the pa tients and their f amilies: two for evaluation of 
the social situa tion; two for eva lua tion and help in plan-
ning for institutional care; tv:o for evalua tion and help 
in pl anning for schooling; four f or planning for institu-
tional care; two for help in vocational guidance. Table 
VIII shows the r easons f or r eferral to social service. 
TABLE VIII. 
REASONS FOR REFERRAL TO SOCIAL SERVICE DEPARTHENT 
Reasons Number of Ca ses 
Evaluation of Socia l Situation 2 
Evaluat ion of Institutional Care 2 
Evaluation and Educa tion 2 
Institutional Care 4 
Vocational Guidance 2 
Total 12 
By comparing this table with Table II on page 34 it 
can be s een t ha t t he six child :::'en needing i nstitutional 
care were all ref erred to the socia l wor ker f or help in 
making such a plan. Two of the f ive children ne eding help 
for an educational pr oblem 'dere r efer red to the socia l 
worker. Two of the four children ne eding vocational 
help were seen by the social worker. The ten children 
\vhose health was the main problem did not r eceive referral 
.for their health problem alone. Nor did the children whose 
difficulties were recreational or training receive referrals 
primarily .for those problems. 
In each o.f the twelve cases, the social worker had 
at lea st one interview with at least one o.f the parents. 
In .five ca ses the worker saw both parents. The patients 
themselves 1.vere seen by the \vorker in three cases. These 
were the three older patients who needed help primarily 
.for vocational planning •• 
The areas o.f help offered by the social worker rang-
ed from interpreta tion o.f the patient's condition, his 
needs and the problems he might .face to a simple kind 
o.f planning .for a pa tient's .future employment. In 
\ 
general, the area s of h elp included more than just the 
reason for r ef erral, which was, in all cas es , very specific. 
In some cases the socia l worker gave help for more prob-
lems than tha t for \·Jhich the case was referred. This sit-
ua tion was a common one. The rea sons .for it seemed to be 
the social worker's more intensive explora tion of the 
social situa tion and her discovering more difficulties 
than those indica t ed by the medical sta.ff. vfuere the med-
ical sta.f.f only saw the problem of placing a child in an 
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institution, the social worker saw in addition to this 
the need to interpret the child's conditio~, to support 
the parents' attempts a t coming to their own decision and 
to provide an educationa l resource while the parents were 
reaching a decision In another case, where the child was 
referred for vocational help, the socia l worker discover-
ed that the primary problem was the child's poor adjust-
ment at school. She therefore arranged to have the child 
enter a different school which offered more to the child's 
special interests. In another ca se the doctor saw the 
problem as one involving schooling for the child, whereas 
the social worker, after an evaluation of the social sit-
uation, introduced the possibility of an institution, a 
plan that was more satisfa ctory to the parents. These 
were some of the rea sons for the varia tion bet.,·men the 
recommendations of the medical staff and the areas of help 
offered by the social worker. 
Resources sugges ted by the worker in planning for 
the patients covered a wide area. For institutional plans 
the social worker referred the family to Walter E. Fernald 
State School, Hiles Standish State School, Honson State 
School and Wrentham Sta te School. For vocational help 
the worker used the Sta te Division of Nental Hygiene and 
the Bureau of Guidance of the Boston School Department. 
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The worker suggested t he Division of Hental Hygiene, the 
Chelsea School Department and t he Freer School for Retard-
ed Children for arranging the patient's education. The 
social worker employed these r esources f or t he pa tient's 
training: The Division of Hental Hygiene, the Nursery 
School at the Children 's Hospital and the Bay State Soc-
iety for Crippled Children and Adults. In two ca ses the 
social worker referred the child's parents to the Mass-
achuset t s Associa tion for Retarded Children as an a gency 
which would give the parents psychological support in ad-
dition to a practical education in the home care of the 
child and help· for the recreational needs of the child. 
The social worker utilized the Visiting Nurses Associa tion 
in both ca ses requiring further health supervision. In 
addition, the social worker used the Boston Provident 
Associa tion, the Children's Mission to Children, t he De-
partment of Public Welfare and the Washingtonian Hospital. 
These agencies were contacted for problems primarily out-
side those connected with t he retardation of the child 
or his eff ect on the family. However, the child mighthave 
profited·byany stabilization of the family's problems. 
In ten of the twelve ca ses seen by the social worker 
there was some kind of follow-up tha t indicated that the 
plans made were being implemented by t he child and his 
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parents. In most cases, this follow-up consisted of a re-
quest from the agency to which the parents were referred 
for a summary of the hospital's or the social \'iorker 1 s 
contact with the patient. In a few instances there were 
direct sta tements from the parents that they had used the 
agency suggested by the social "l.vorker. 
Of the six children for whom institutionalization \vas 
being considered, three were admitted to state institutions 
one of the remaining three children was being keptat home 
until the parents felt they could no longer handle him. 
There wa s no follow-up informatj_on on the other tw·o ca ses. 
The two children who were referred for school planning 
were both enrolled in special educational classes: one, 
a private school for retarded children, the other a special 
training· class in the public school system. Follovr-up 
information about two children who were referred for voc-
ational help showed that one found a job and the other 
enlisted in the u. s. Army. 
Ten children vrere referr ed for social service help 
exclusive of or in addition to diagnostic evaluation. Of 
these ten children, six appeared to have been adequately 
planned for, in the sense that they had been placed under 
an agency's responsibility according to the plans made 
by the parents and socia l worker. Two h ad not followed 
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through on the plans made for them. In two cases the 
outcome of the social worker's contact was not known. 
S,ince some of the ca ses remain open at the present time 
social service planning may be undergoing changes. 
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CHAPTER V 
CASE ILLUSTRATIONS 
The follovring case summaries are given to elaborate 
on a few of the more pertinent areas described in the pre-
vious chapter. They 1vere chosen to illustrate the inter-
relationship between the problems of t he retarded child, 
his effect on the parents and the services provided by the 
hospital. 
Case I describes a · patient with multiple problems 
and shov1s the role of the hospital in helping his family. 
* Case I 
Case of Bob H. 
Bob 'l.vas born in 194-5, the youngest of five 
children. Hr. R vias a laborer and Nrs. R was a 
-vmitress, working nights. Bob's oldest brother 
was at a state hospital because of' birth injur-
ies. Another brother was con sidered dull but 
also had a sight defect which prevented him ~rom 
going to a regular school. f:irs. R was very ex-
hausted due to her caring for the home, working 
and driving the children to school. 
On September 17, 1952, at the a ge of seven, 
Bob vlas admitted to the ward because of a fever 
of unknown origin. Because of hi s general slow--
ness on the ward, t he house officers suggested 
a social service evalua tion and cortical function 
tests t o aid them in their diagnosis of this slow-
ness. The psychometric tests revealed that Bob's 
I. Q. was 4-2 and his general ability in the imbecile 
range. The social service evalua tion showed that 
Bobts physical development had been retarded, and 
* Names of patients in this and follo-vling cases are 
disguised. 
55 
that he had never been an alert child. The 
doctors diagnosed him as being ideopa thically 
mentally retarded, discharged him t o Children's 
Hedical Social Service for planning special 
schooling. 
Although t he social worker discovered that 
both Hr. and l'•1rs. R found it diff icult to care 
for Bob and vTere disappointed in his mental 
status, she observed their hesitancy to consider 
institutional care. The worker interpreted his 
retardation to them, and t ogether they planned to 
enroll him in a sub-special class for t he train-
able child in their own co~nunity. However, ap-
plications \1rere also f iled for admission to tvm 
state s chools in the event that l''Ir. and Hrs. R 
felt that placement '~.'lould be necessary. Nrs. R ' s 
attitude during all this was to give him every· op-
portunity he might benefit from. 
In October of 1953, the social worker re-
ceived a l e tter :. from the same school his bro t her 
was a t '' sta ting that Bob had been accepted and 
reques \; i ng a sumiilary ;of her contact with the fami-
ly. 
Comment 
Case I is illustrative · of an educational problem that 
was faced by a retarded child. Unt il the age of seven, 
B's retardation wa s not handled by his parents. It was 
only 1:1h en the diagnosis was made during this admission 
and t he social wor ker helped t o plan for him that Ivlr. and 
Hrs. R were a ble to reco gnize his retardation, understand 
its i mplications and make concre te plans for fulfilling 
his needs. It seems t ha t Nr. and Nrs. R saw Bob 1 s need 
for education in terms of both a special class and a state 
school, because they placed him in an institution knowing 
tha t his primary ne ed wa s tha t of educa t ion. 
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The role of the hospital is clearly shoiAm in this case. 
The hospital \-laS primarily used as a health agency to deal 
with an acute illness. During their total evaluation of 
the patient, the diagnos is of mental retardation vras made. 
The diagnosis enabled the doctors to evaluate the degree 
of Bob's r e tarda tion and to base their recommendations ac-
cording to his needs. 
The role of the social iArorker is also cl early illus-
trated. In addition to her contribution of the social e-
valuation t o the medical staff, t he worker also gave direct 
services to Hr. and Nrs. R. These included interpre tation 
of Bob's retardation and supplying information about re-
sources. She also gave support to the R's positive at-
titudes towards B, going at the pace indicated by their 
actions. The worke r doe s not indicate the intervening 
. steps between her plans for Bob's education and his place-
ment in the institution. 
Case II 
Case of Jane B. 
Jane vras five years old at the time of her 
admission . Her family consisted of her father, 
mother and t1vo older half-siblings, children of 
Hrs. B1 s first marriage. Both siblings weremar-
ried and living out of the home. 
Jane never developed any speech, and she had 
a great deal of difficulty in vralking . She fell 
when she was left standing alone and vralked jerk-
ily. She had been brought to two general hospitals 
in 1950 for an evaluation of her abnormal develop-
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ment. Other t han t he fact that she was seen by 
these hospitals, there was no information regard-
ing the results of these contacts. 
She was referred to the hospital f or the study 
of her r e tardation by a local physician. Routine 
physical examina tions, laboratory studies and an 
electroencephalograph, all of which were negative, 
were the diagnostic procedures used to reach the 
diagnosis of i deopathically mentally retarded. The 
house offi c ers recommended that institutional care 
be considered and re ferred the parents to the Child-
ren's Medical Social Worker. 
The s ocial lvorker made a home visit 1·ri th the 
parents. She discovered that J ane was t he only 
child of this marriage and t he first child born to 
Hr s . B in over twenty years. She observed ho-vr over-
solicitous Mrs. B was in ~eeding, managing and dis-
ciplining J ane. She was still feeding Jane strain-
ed baby foods and holding her in her l ap as she f ed 
her. 11Irs. B stated that she spent all her time in 
caring for and training Jane because 11 she seems to 
fill a void in my life l eft by the marriages of my 
tvro children". 
Hr. B vlas fond of J ane but expressed disappoint-
ment in her retardation, because his entire family 
was bright. l\1rs. B rejected the idea that Jane 1-vas 
' men tal' • She felt that Jane had cere.bral palsy 
vlhich was destined to improv.:e. They wanted very 
much to care for her at home, but accepted the fact 
that this mi ght become too diff icult for t hem. 
I n her contacts with the B's, the 1·rorker did 
nuch interpretation of Jane 's condition. She sug-
gested t ha t they file applications with tvJO state 
schools. She also made contact ·Hi th a nurs ery 
school and a r ehabilitation a gency to evaluate 
Jane 's potential for training and home management, 
and the Division of Mental Deficiency for future 
educational consideration. 
There l'las no follow-up indica ted. 
Comment 
Case II de scribe s the elaboration of services be twe en 
the reason for the referral and the areas of h elp offer-
ed by the social worker. 
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In this case the med ical staff had diagnosed Jane and 
had a picture of her ne eds. On this basis they recon~ended 
that she be institutionalized. This wa s the reason for the 
refe r ral to the social -vmrker. 
The 'l.vorker understood what Jane must have meant to Hrs. 
B, being her first child in more than tl•lenty years. She 
could observe Hrs. B1 s over-indulgence of Jane , her denial 
of Jane's retardation and her inability to consider institu-
tionalization at this time. Taking these factors into con-
siderat ion, the \Wrker had to move at the tempo for which 
the B 1 s were ready: providin g interpretation, help vii th Jane 1 s 
training at home , plans for her f u ture education and leaving 
the door open for her placement. 
There is no information to indicate what steps the 
family took after t he social service contact was ended . 
Case III shows the effects of the retarded child on 
his family. It also describes a retardate v.rith multiple 
problems of health, training , recreation and institutional 
care. 
Case III 
Case of J oe S. 
Joe vias born on November 15, 194-5, the f irst 
and only child born to Hr. and Nrs. S. In 194-8 , 
shortly after Joe had been dia gnosed at a hospital 
as having ideopathic epilepsy, Mrs. S deserted the 
family. Nr. S and J oe vient to live 1vi th Hr. S 1 s 
- ---==---=--=---= =--
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eighty-year old mother. Mrs. S returned for a short 
period in 1949 but left again. The S 1 s vlere granted 
a divorce shortly afterwards, and Mr. S was awarded 
the custody of Joe. 
Since Hr. S supported the frunily, t he total 
responsibility for caring for Joe rested with his 
elderly grandmother. She was devoted to him but 
was exhausted because of the responsibility. 
Joe was not bladder or bowel trained, had 
fre quent temper tantrluns and was unable to under-
s t and directions. Although he vlas six and a half 
years old at the time of his admission t o the Hospi-
tal in 1952, he vlas not yet enrolled in school. He 
was continuously kept in the house to avoid any ex-
cessive strain on his grandmother. His time vlas 
spent rolling in his ovm excre ta and destroying his 
toys. He also had infrequent convulsions for v1hich 
he v!as under treatment at the Children's Nedical 
Clinic of the Out-Patient Department. 
On August 4, 1952 Joe was admitted to ward 
because of a convulsion attack. His vlild be-
havior on the 'l.vard, his history of convulsions and 
his poor social development led the house officers 
to study the possibility:-of mental ret f!.r dation. 
Routine laboratory studies and a pneumoencephalo-
graph were negative. An electroencephalograph 
indica ted brain waves consis t ent •:-ri th grand mal 
epilepsy. A child psychiatrist obs erved Joe and 
concluded that he was a grossly mentally defici ent 
child vlho had never been socialized. The social 
-vmrker vrho hadknmm of the sttuation through her 
contact Hith the family ;in the Children's Hedical 
Clinic contributed her knowledge of t he social 
situation. With these data the medical staff 
diagnosed him as being i deopathically mentally r e-
tarded. Upon his discharge on August 20, 1952, they 
recommended that the case be referred to the social 
worker for planning for institutional placement. 
They also requested that psychometric tests be ad-
ministered to help them r efine their diagnosis. 
The same social worker who had known the far,:ily 
in the clinic renewed her contact with them. She 
worked primarily with the grandmother v.rho 'l....ras amena-
ble to an institutional pla cement. The worker made 
plans for her filing an application to a state school. 
However, it wa s essential that Mr. S a gree to the 
plan, but he had stronger feelings about it. He 
denied that Jo e viaS a behavior problem and praised 
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the care he r eceived by his gr an&aother. On the 
other hand , he revealed that he wa s particularly 
disturbed by Joe's inability to be t aught or to be 
disciplined. vJhen Joe -vrent into one of his tantrums, 
1'-lr. S l eft the house. He could not bring himself to 
consider such a plan. 
Repeated efforts were made by the worker to dis-
cuss the plan further with r·1r. S but v1ere unsuccess-
ful. It was l earned that he had ulcers and a heart 
condition fo 2.' Y.Thich he underv1ent surgery. At one 
point the worker discontinued her eff or ts to reach 
Mr. S and closed the case. 
In May, 1953 the case was re-opened because 
Joe's pa ternal am1t and uncle requested that institu-
tional pl ans a gain be considered. Joe's grandmother 
revealed t hat l"ir. S had recen t l y passed away because 
J oe's behavior aggravated his a lready poor health. 
The boy vra s novr in the custody of his grandmo ther. 
The \mrker gave the aunt and uncle the application 
for t he state school and t he necessary information 
about t he i nstitution. 
In July, 1953 the worker recei ved a letter from 
t he school advising her t hat Joe had -:Jeen admitted 
and requesting a summary of her contact with t he 
f amily. 
, Commen t 
Thi s case shows the varie ty of problems tha t face a 
retarded child and t he complex effects he has on his fam-
ily. Joe was seen to have health, training, education, 
recreation and institutional care problems which were 
directly related to his retardation. 
Although Nr. and Hrs. S had their mari tq.l difi' icul ties 
I prior to Joe's diagnosis, his infant ile behavior and epilepsy 
'I may have played a part in Mrs. S's de cision t o leave the 
family. Joe's needs prevented his grandmother from partici-
pating in any of her own soci al activities. His effect 
1 on his father vms particularly drama tic. Although ore niay 
~ 
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question the grandmo ther 's statement about Hr. S's death 
being caused by Joe's behavior, one can still cons ider the 
devastating f eelings that Hr. S must have had. He denied 
t he existence of any serious problem and, therefqre, prevent-
ed Joe from using available community resources which mi ght 
have helped him with some of h i s pr oblems. 
The social 'vorker vras u t ilized in t wo ways: as an a i d 
in making a diagnos is and as a tool in facilitating t he 
doctors' recommendations . She explo l~ed the family's fee l-
ings about institutionalizing Joe and evaluated the resis-. 
t ance that }IT . S expressed. She continued he r eff orts to 
offer he r services t o the f ami ly but, vrhen met 'ivi th repeat-
ed f a ilure, she closed the ca se. \Vhen the case was re-open ed 
by J oe rs aunt and uncle, she acted as a resource person in 
directing them to institutional facilities. 
62 
.. 
' 
CHAPTER VI 
SUMHARY AND CONCLUSIONS 
The purpose of this study was: (1) to analyze a group 
of seventeen ideopa thic mentally retarded children aillnitted 
to the Massachusetts General Hospital; to describe the var-
ious problems with which the pa tients were faced; to des-
cribe the problems encountered by their families because of 
their pre s ence in the home; (2) to analyze the role of the 
Massachusetts General Hospital, and its Socia l Service De-
partment in particular, to cetermine what services were 
provided to the s e retarded children and their families and 
what resources were used in helping and to deter mi ne the 
area s of unmet needs. 
The socia l and medical case recor ds of seventeen ideo-
pathic mentally retar ded children admitted to the wards in 
1952 were studie d. 
Limitations cen tered around the nature of the record-
ings, the absence of a method f or collecting data about 
clinic pa t ients and the selection of cases from a diagnostic 
index. 
Mental re tardation was discussed from .. a general and 
s pecif ic point of vievl. A concept of retardation includes 
three major charac t er i st i cs : (1) marked limitation of intel-
l i gence due to (2) lack of normal mental development, rather 
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than to mental dis ease or deterioration, 1.vhich shmvs in (3) 
social ru~d economic incompetence. 
The various me thods of describing the degree of retarda-
tion were pre sen ted. The use of t he Intelligepce Quotient 
and the Mental Age is curren tly preferred although not with-
out lirrtitations. Host people agree that a proper evaluation 
should include, not only t he level of intellectual achieve-
men t, but also medica l diagnosis and prognosis, socia l 
competence, physical development and personal abilities. 
It -vras s een t hat l:lental retardation is a biological 
deficit of the cerebrum of 1.vhich t here are two distin ct types: 
primary and s econdary retardation. Primary retardation is due 
to defective gene i nheritance. When other members of the 
r etardate's family are also retarded, his retardation is con-
sidered t o be hereditary. Other1.rise he is classified as 
' ideopa thic •. 
I 
i 
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Secondary r e t a rdation is attributed to infection, trauma, 
endocrine dysfunction and i n t oxication occurring to either the 
mother or the child prior to, during or after bi :::·th. Specific 
treatmen t is limited because of the irreparability of cerebral 
damage. 
Although the retardate develops at a slower and less 
adequate rat e t han his comtemporar ies he will still develop 
a ccording to t he s ame biological laws t hat govern t he growth 
of the normal i nd ividual . Some re t arda tes can learn , mature 
~ 
~I 
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socially, train for a job, etc., and , although their total 
development \vill not usually go beyond the average t\·Je lve 
year old, some can still develop into self-sufficient, eco-
nomically productive and socially- outgoing indivi duals within 
their limitations. 
The needs of the retarded child do not differ in k ind 
from the norma l child, perhaps only in emphasis. The areas 
vlhich require special considera tion because of his r e tarda-
' tion are.: diagnostic and treatment services; res idential 
facilities if custodial care is nec essary; s pecia l education-
al f acilities f or the trainable and educatable retardate; 
1 
recreational facili t ies and social outlets, especially for the 
pre-school and adolescent retardate; and vocational guidance 
and job-training services. 
The frunilies of retarded children are aff ected in various 
ways by his problems. Complex at t itudes of guilt, frustration, 
rejection and over-indulgence are engendered by his condition. 
These attitudes may lead to social isola tion, increased ten-
sion and socially-hampered siblings. The expense of caring 
1 for the child may deplete the f amily's savings. The family 
1j can become physically exhausted from the care which the child 
I 
I requires. 
II 
: The s eventeen patients studied ranged in a ge from one 
1 to ti-;enty-one years. Fourteen were under twelve years, and 
,1 nine v1ere under six. 
I 
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During their hospitalization thirty-four diff erent 
' problerns vJ'ere uncovered. Six children had institutional 
' care problems; ten had health problems; five had training 
problems; five had education problems; two had recreation 
problems; t\·J'O had relationship problems; three had vocation 
problems; and one had a problem involving foster-home place-
ment. 
Problems of institutional care, training, education 
and recreation involved the children under twelve years of 
age. Vocation problems involved t he three older children, 
11 ages seventeen, eighteen and twenty-one. 
II The six to t\•Tel ve year old group had 50 per cent of all 
I 
1 the problems. 
The attitudes of the parents were acceptance, inconsis-
tence, rejection and denial. In the five cases in which the 
parents showed acceptance the child had a health problem. 
There appeared to be no special significance attached to the 
Two parents could not afford to place the child in an 
institution. In only a few other cases was the expense of 
' caring for t he child considered. 
-=. __ -=-=---- -==------- - ----.=.-
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There was scru~t information concerning the effect of the 
child on his siblings. 
Parents used sixteen resources for the problems of the 
Ill child prior to his admission while there were twenty-one re-
sources used during the admission. Limitations in making 
a compar ison c entered around the inaccuracy of institutional 
and health resources and the duplication of resources. 
Those parents who accepted their child tended to use 
more re s otrrces on his behalf. 
Services of the hospital were primarily for diagnosis 
and general medical treatment. The social workers. savl t welve 
families and gave them help in interpreting the child's con-
dition and needs and in utilizing community resources. The 
workers also gave help to t he f amilies for problems that 
' were no t directly ass ociated with the presence of the child 
I 
in t he home, but which, if allevia ted , mi ght have i ndirectly 
i mproved the environment of the child. 
The problems with which a retar ded child is f aced are 
11 comparable to those described i n the literature; i.e. , health, 
lj institutional care, education, etc. In the area of inter-
11 . personal relationships there s eems to be an exception. 
II Problems involving interpersonal relationships may be seen 
II 
II as recreational or training in t he cases studied here. 
il The trend towards considering institutional car e for 
11 a younger child is borne out by this study. The six child-
-r 
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ren requi ring institutionalization were unde r t welve years; 
four were under six years of age. 
Retal~dates oet1:1een the a ges of six and twelve encounter-
ed more problems than any other age group. However, thi s is 
not unlike t he n ormal child within thi s age group who faces 
t he qu·estion of educa tion , health and recreation. 
The retar ded child's ef fects on his f amily are compara ble 
to those discussed i n Chapter II; i.e., complex att i tudes, fi-
nancial burden and social linli tation s. There vlas no eviden ce. 
to verify the hypothesis that the r etarded child increa s e s 
family tensions; nor was t here any i nformation concerning the 
ch ild 's e f f ect on his siblings. Since the literature points 
out t he se possibilities, it appears necessary that they be 
given some consideration vlhenever appropriat e . 
The hospital's r ole is mai nly one of diagnosis and med-
11 ical care fo r acute i l lnesses. The pr ocec:.ur es utilized to 
make a diagnosis i ncluded medical examina tions and tests, 
psychometric tests, psychiatric evaluations and social s er-
vice evalua tions. The medical sta f f utilized the socia l work-
, er in tvm '\vays: as a di a gnostic a i d and as a tool in offering 
cont inuing s ervi ce s to the f amilies. This c ont i nuing service 
took t he fo rm of i nter pre t i ng the diagnosis and pl anning f or 
11 the child. Hm·rever; t he vmrker 1 s greater skill in interview-
ing and her i-rider knowledge of t he socia l f actors of this 
condition h el ped her to explore and \.rork •lli th more extensive 
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problems, other than those fo x· which the case was referred. 
I f t he 1.vorker retu:cned to the medical staff the knmdedge 
gained from her contact 1.·1i th t he family so tha t they could 
plan tog ethe~, she would then be dis charging her function 
as a teacher. She would also be demonstrating her contribu-
tion to the team. 
The role of the social worker appeared to have been 
llinited to giving interpretation and support, making plans 
and providing resources. There was little indication that 
t he worker attempted to handle the parents' fe elings or at-
titudes about the child in a sustained case work relation-
ship. Since this is an area where casework services can be 
off ered, this seems to be an area r equiring further explora-
tion by t he social worker in such situa tions. 
The team.vrork between medicine, psychology, ps ychiatry 
and social work has been illustrated. The s pecial sphere 
of the social worker lies i n her knmrledge of the social 
aspects of mental retardation-- t he problems of the child and 
his effect on the family--her knovrledge of social diagnosis 
and treatmen t me thods and her knmvledge of community re-
sources. It vras the psycho-social diagnosis and cas e vJOrk 
trea t ment aspect of her role that appeared to have been in-
adequat e vrhen these mi ght have been i ndicated. Whether there 
was greater cas ework services of fered than the case records 
indicate is i mpossible to determine. 
The retardate i s usually seen at the hospital compara-
II 
,, tively early in his condition. 
one, parents who rec oc;nize some defect in their child are 
Two factors enter into this: 
likely to bring him to the hospital for diagnosis; and the 
other, retardates are susceptible t o illness and -vmuld re-
quire general medical services. The hospita l has the op-
potunity for making a substantial contribution to the total 
rehabilita tion of the retardate. Its medical staff can of-
fer general medica l care ~~d diagnostic services. Its soc-
ial service department can off er to parents (1) skilled 
counseling in m~king plans for t he child, (2) interpretation 
of his medical condition, of his abilities and limi t ations 
and of those area s in which problems might be anticipated 
and (3) practical information about commun ity resources for 
the child as well as for themselves. 
Although the small number of '\vard cases and t he com-
paratively lar ge number of facilities in thi s area for the 
retarda t e are contra-indica tions to the hospital's increas-
ing the scope of its services, the work of the Solomon 
I 
1
1 Clinic in Brooklyn, Ne\v York should be kept in mind. 
,I There 
II 
II 
they have broadened t heir services to these gr oups so t hat 
most of t he rehabilita tion is centered withi n the s ame a gency. 
I This has obvious advantages, but that the Nassachusetts Gen-
1'1 eral Hospital should. f ollow suit has not been proven from this 
study. Research into the services offered by the clinics 
needs to be done . 
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APPENDIX 
SCHEDULE 
I. BACKGROlJ""ND I NB'OHl"lATION 
A. Name of patient 
B. Unit number 
c. Age at admission 
D. Family composition 
E. General adjustment 
II. PROBLEHS OF THE CHILD 
A. Problems associated vlith r etardation 
1. Institutional care 
2. Health 
3· T.raining 
4. Education 
5· Recreation 6. Social 
7· Vocation 8. Others 
B. Problems a ssociated with his af fect on 
his family 
1. Parentst a ttitudes 
2. Limitations on parentst social 
activities 
3· Financial burden 
~ . Accentuating stress 5. Eff ect on siblings 
6. Use of resources prior to admission 
III. HOSPITAL SERVICES 
A. Dates of admission ru1.d discharge 
B. Reason for admission 
C. Sumraary of past hospital contact 
D. Diagnostic procedures 
1. lvfedica l procedure 
2. Psychometric t ests 
3. Psychiatric evaluation 
~. Socia l service evaluation 
E . Wnen diagnostic statement was reached 
F . Recommendations 
G. Role of social worker 
- -- -=-
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' 
1. Purpose of referral 
2. Contact made with whom 
3. Areas of help 
4. Resources used 
5· Follow-up 
76 
